Introduction {#S1}
============

The monoaminergic system is implicated in the maintenance of homeostasis in the nervous system and among their distinct functions, monoamines regulate the endogenous pain system ([@B16]). In terms of chronic pain, some recent contributions to the pharmacological arsenal of analgesics that target monoamines are selective inhibitors of serotonin and noradrenaline reuptake (SNRIs, e.g., duloxetine), and atypical opioids that combine their opioid activities with an effect on monoamines (e.g., tramadol and tapentadol). These drugs have opened the way to consider monoamines and their receptors as potential targets to develop innovative analgesics. Moreover, these drugs have also helped clarify the mechanism of action of some so-called atypical analgesics, the primary effects of which do not involve the monoaminergic system (i.e., tramadol, tapentadol, nefopam) even though their global efficacy as analgesics might well be driven by monoamines.

The most classic drugs that act directly on the monoaminergic system are antidepressants, drugs that were not originally designed as analgesics but that are currently considered first line analgesics for some types of neuropathic pain ([@B77]; [@B222]). Nevertheless, not all antidepressants have analgesic properties. For years, amitriptyline has been the most widely prescribed antidepressant but more recently, the SNRI duloxetine has been positioned as an analgesic antidepressant that can be used to treat peripheral diabetic neuropathic pain and fibromyalgia. By contrast, selective serotonin reuptake inhibitors (SSRIs) are not suitable analgesics to treat neuropathic pain. Atypical opioid drugs combine an opioid mechanism of action with another monoaminergic one, producing effective analgesia in several types of chronic pain, not only neuropathic pain (e.g., tramadol and tapentadol: [@B33]; [@B58]). In this review, we will present information from various preclinical and clinical studies that investigated the role of monoamines in chronic pain, as well as studies that assessed the mechanisms of action of actual and potential analgesics to treat different types of chronic pain.

Types of Pain {#S2}
=============

Pain is necessary for our survival as it is a process that helps protect us from danger and it serves as a short-term response to resolve injury. However, pain that persists for longer than 3 months is considered to be a pathological state known as chronic pain. Based on its etiology, pain is classified as: (i) nociceptive, caused by lesion or potential tissue damage that directly stimulates C and Aδ fibers (e.g., somatic and visceral pain); (ii) inflammatory, caused by an inflammatory process (e.g., arthritis); (iii) neuropathic, caused by a lesion or disease affecting the somatosensory system (e.g., diabetic neuropathy, post-herpetic and neuralgic sciatic nerve injury). These three main types of pain can develop into chronic pain, although some particular types of chronic pain may not be properly covered by the categories of "nociceptive" or "neuropathic" pain, and they can be categorized as "nociplastic pain." This fourth type of pain is characterized by altered nociception in the absence of clear evidence of tissue damage or lesion, or of disease that affects the somatosensory system (*International Association for Study of Pain*, <https://www.iasp-pain.org/PublicationsNews/NewsDetail.aspx?ItemNumber=6862>).

Regardless of its etiology, chronic pain is a public health problem that affects 20% of the adult population in Europe ([@B243]). Chronic pain is one of the most frequent reasons for visits to a physician and its estimated financial cost exceeds €200 billion per annum in Europe and \$150 billion per annum in the United States ([@B238]). One of the main problems of chronic pain is its inadequate management, most likely caused by ignorance of its biological roots. The monoaminergic system can modulate pain signaling and this system undergoes important alterations under conditions of chronic pain, contributing to its persistance. In fact, many types of chronic pain are now treated with medications that affect monoamines and as such, these will be discussed exhaustively in the present review.

Pain Modulation by Monoamines {#S3}
=============================

The monoaminergic system is an endogenous modulator of pain ([@B17]). Peripheral nociceptive signals reach the spinal cord and the pain messages are relayed by ascending projections targeting the thalamus, the dorsal reticular nucleus (DRt), the rostral ventromedial medulla (RVM), and the midbrain periaqueductal gray (PAG) which integrates forebrain influences. The rostral projections from the thalamus target areas that several sub-regions in the cortex and the amygdala where both the sensory and affective components of pain are processed. In parallel, descending monoaminergic pain pathways, mainly from the Locus Coeruleus (LC) and RVM, modulate the ascending nociceptive information at the level of the spinal cord. These modulatory effects are mainly mediated by serotonin (5-HT) and noradrenaline (NA), which may well represent potential targets for new analgesic drugs (see below).

Noradrenergic Pain Modulation {#S3.SS1}
-----------------------------

The noradrenergic system is mainly implicated in descending inhibitory pain with the noradrenergic descending projections to the spinal cord mainly arising from the A6 (LC), A5 and A7 ([@B107]). The effects of NA are mediated by the α and β-NA adrenergic receptors, which are expressed widely in the central and peripheral nervous systems (CNS and PNS), with particularly strong expression in areas that directly participate in pain processing (e.g., PAG, RVM, thalamus, LC, prefrontal cortex and amygdala). There are various subtypes of adrenoceptors (ARs), a- and β-ARs (α1A, α1B, α1D, α2A, α2B, and α2C; and β1, β2, and β3: [@B199]), with the α2-ARs most commonly associated with pain modulation. As we will describe here, these receptors may be suitable pharmacological targets to treat chronic pain.

### Peripheral Noradrenergic Modulation {#S3.SS1.SSS1}

Noradrenaline is released locally by post-ganglionic sympathetic nerve fibers ([@B182]). Many α-ARs subtypes have been identified in the dorsal root ganglia (DRGs: α1A, α1B, α1D, α2A, and α2C) and also on the nerve fibers distributed to the skin ([@B65]) where peripheral nociception is locally modulated ([@B216]; [@B253]; [@B147]). Although α2-AR agonists mainly produce analgesia via spinal and supraspinal action ([@B27]; [@B37]; [@B14]), peripheral ARs also fulfill an important role in analgesia ([@B182]). Thus, topical α2 agonist administration produces analgesia, an effect that is blocked by pretreatment with AR antagonists in acute and chronic pain rat models ([@B165]; [@B66]). Accordingly, topic administration of clonidine relieves hyperalgesia in patients with complex regional pain syndrome ([@B64]), indicating that peripheral stimulation of α2-ARs could relieve neuropathic pain. β2-ARs are located on peripheral terminals and cell bodies of primary afferent nociceptors ([@B5]). Nevertheless, it remains unclear if activation of β2-ARs is pro- or anti-nociceptive. Most preclinical studies have shown that peripheral β2-AR stimulation by antidepressants induces anti-allodynic effects in neuropathic pain models ([@B29]; [@B132]), while intradermal injection of epinephrine produces hypersensitivity ([@B125]; [@B177]).

### Central Noradrenergic Modulation {#S3.SS1.SSS2}

Preclinical studies reported that chemical or electrical stimulation of the LC, the main noradrenergic nucleus, induces analgesia via the spinal cord that is blocked by spinal α2-AR antagonists ([@B182]). The LC sends projections to all cortical regions, as well as to the basolateral amygdala (BLA), hippocampus, and ventral tegmental area (VTA), all of which express adrenergic receptors and are relevant structures in the context of pain ([@B141]; [@B207]). Moreover, the LC express a large proportion of the α2-AR inhibitory auto-receptors that modulate NA release via these projections ([@B138]). Despite the prevalence of studies focusing on the LC in pain modulation, there is also evidence that other noradrenergic nuclei play a role in pain processing ([@B138]). Indeed, the A5 and A7 noradrenergic clusters provide significant NA input to the spinal cord, where the final balance between inhibitory and facilitatory modulation of pain takes place ([@B182]; [@B36]). These findings provide evidence of the complex interaction between NA and pain. At present, the role of NA on spinal adrenergic receptors seems to be clearer than that its effects on supraspinal noradrenergic receptors.

Serotonergic Pain Modulation {#S3.SS2}
----------------------------

Serotonin (5-HT, 5-hydroxytryptamine) has been widely related to pain modulation through peripheral and central actions. Unlike NA, which action seem to be more related to analgesia, 5-HT acts on specific receptors that contribute to the maintenance of pain ([@B228]; [@B17]).

### Peripheral Serotonergic Modulation {#S3.SS2.SSS1}

Serotonergic nociceptive transmission at peripheral sensory nerves is mediated by several subtypes of 5-HT receptors (5-HT1B, 5-HT1D, 5-HT2A, 5-HT2B, 5-HT3, 5-HT4, and 5-HT7) known to exist in DRGs ([@B185]; [@B252]). Numerous studies have shown that peripheral administration of 5-HT increases the excitability of Aδ and C fibers, and DRG neurons ([@B155]; [@B134]), suggesting a pro-nociceptive role for 5-HT. Indeed, intradermal injection of 5-HT in rats produces dose-dependent hypersensitivity mediated by 5-HT1A receptors ([@B229]). Moreover, peripheral injection of 5-HT2A, 5-HT3, and 5-HT7 antagonists produces an anti-nociceptive effect in a model of the formalin pain test ([@B194]; [@B164]; [@B88]). In clinical studies on healthy volunteers, intradermal injection of 5-HT produces burning pain ([@B137]) and the hypersensitivity induced by 5-HT injections into the masseter muscle is antagonized by a 5-HT3 antagonist ([@B73]).

### Central Serotonergic Modulation {#S3.SS2.SSS2}

Descending serotonergic pathways include the RVM, where the midline raphe magnus nucleus (RMN) can inhibit or facilitate descending pain ([@B75]). ON and OFF cells, respectively, in the RVM send descending inhibitory and excitatory fibers to the dorsal horn spinal cord neurons that control the spinal sensory transmission ([@B241]; [@B167]). Thus, activation of the RVM by electrical stimulation or glutamate microinjection evokes the spinal release of 5-HT, inducing analgesia ([@B172]; [@B209]; [@B1]). The RVM receives projections from the periaqueductal gray (PAG) and the microinjection of opioids in RVM has an inhibitory effect on noxious stimulation, indirectly activating OFF cells and thereby reducing pain ([@B263]; [@B113]; [@B99]).

It was largely demonstrated that the effect of spinal 5-HT is either inhibitory or facilitatory, depending on the 5-HT receptor subtypes activated ([@B92]; [@B158]; [@B66]; [@B228]). In pain modulation, 5-HT exerts excitatory effects via the 5-HT2 and 5-HT3 receptors, yet an inhibitory effect is provoked by stimulation of 5-HT7 receptors ([@B171]; [@B245]; [@B19]). However, the 5-HT1A receptor could exert excitatory or inhibitory effects ([@B158]). Except to treat chronic migraine, no drugs targeting 5-HT receptors are used for chronic pain. Thus, central action of 5-HT clearly needs further investigation in order to understand how 5-HT modulates pain, and its implication as a possible analgesic agent in acute and chronic pain.

Dopaminergic Pain Modulation {#S3.SS3}
----------------------------

The role of dopamine (DA) in pain modulation has received less attention than that of NA and 5-HT. The dopaminergic system is widely known to participate in mesocorticolimbic reward system, which arises from the VTA and modulates emotion-related behavior ([@B15]). Interestingly, dopamine plays a role in the modulation of nociceptive transmission at both the spinal and supraspinal levels ([@B189]). In the CNS, there are five subtypes of DA receptors (D1-D5), and the D1 and D2 receptors are those most strongly implicated in pain modulation, as witnessed in animal models ([@B158]). As such, activation of D2 receptors at the spinal level induces an anti-nociceptive effect ([@B143]; [@B234]; [@B12]; [@B53]; [@B154]), whereas stimulation of D1 receptors is pro-nociceptive ([@B80]; [@B256]; [@B129]).

Focal electrical stimulation of descending dopaminergic projections suppresses painful transmission at the spinal cord level, mainly through the A11 nucleus of the pericentral posterior hypothalamus and substantia nigra ([@B78]). Thus, both acute and sustained noxious stimuli increase DA release to D2 receptors of spinothalamic and primary nociceptive neurons, eliciting an anti-nociceptive response ([@B158]). D1 receptor activation in the PAG or insular cortex has also been seen to attenuate pain-related behavior, presumably through the activation of neurons involved in descending inhibition ([@B39]; [@B79]). The spinal effect of DA appears to depend on its local concentration. Low levels of DA may activate the anti-nociceptive D2 receptors, whereas higher levels would activate the pro-nociceptive D1 receptors ([@B179]).

Interestingly, there appears to be an interaction between the noradrenaline transporter (NAT) and DA release in areas like the VTA, LC and dorsal hippocampus ([@B163]; [@B42]; [@B93]). Similarly, a small population of DA-synthesizing cells exists in DRGs ([@B158]) and consequently, it is possible that noradrenergic neurons constitute an important source of DA in the dorsal horn to control pain. Moreover, there is also an interaction between the DA and opioid system, and significantly, dopaminergic neurons are necessary for the anti-nociceptive effect of morphine, particularly in the PAG ([@B79]; [@B154]). These findings suggest that dopaminergic pathways and their regulation by noradrenergic inputs fulfill an important role in the control of nociceptive transmission. In this context, antidepressants that act on the dopaminergic system might represent new therapeutic tools in the treatment of chronic pain, such as bupropion or more recently, triple reuptake inhibitors (TRIs: [@B253]; [@B94]; [@B166]).

Histamine in Pain Modulation {#S3.SS4}
----------------------------

Histamine 2-(4-Imidazolyl)ethylamine) is released from neuronal and non-neuronal sources and it is a mediator of many physiological processes, including the modulation of pain. Histamine is released peripherally in response to tissue injury that directly sensitizes nociceptors and it contributes to the generation of pain hypersensitivity ([@B116]). By contrast, the role of histamine in the CNS remains unclear. Preclinical studies have shown that histamine injected directly into supraspinal areas (e.g., the somatosensory cortex or hippocampus) attenuates pain ([@B72]; [@B232]), while intrathecal injection of histamine appears to facilitate nociception ([@B258]). Histamine interacts with four receptor subtypes (H1, H2, H3 and H4), which are expressed in both presynaptic and post-synaptic neurons ([@B34]). H1 and H2 are excitatory receptors mainly located postsynaptically ([@B34]; [@B260]), and systemic inhibition of these receptors has antinociceptive effects in rats when assessed with the formalin test ([@B159]). H3 receptors are predominantly expressed in the central and peripheral nervous system ([@B175]). This receptor is mainly localized presynaptically in histaminergic neurons with inhibitory activity that regulate the levels of histamine ([@B106]), while its post-synaptic localization in non-histaminergic neurons regulates the release of neurotransmitters, such as ACh, dopamine, 5-HT and noradrenaline ([@B169]). H4 receptors possess inhibitory activity and they are expressed in neurons, although their location in the nervous system remains uncertain ([@B60]). Thus, histamine exerts different effects on pain modulation depending on the receptor subtype with which it interacts and no histaminergic agents have been approved until now for the management of chronic pain.

Monoaminergic Dysfunction in Chronic Pain {#S4}
=========================================

Chronic pain induces monoaminergic plasticity at peripheral and central areas which lead to the classical signs of persistent pain ([Figure 1](#F1){ref-type="fig"} and [Table 1](#T1){ref-type="table"}; [@B95]; [@B224]; [@B100]; [@B162]; [@B3]). Thus, a review of the monoaminergic dysfunction in chronic pain may identify potential drug targets.

![Peripheral and central adaptive changes observed in animal models of chronic pain. DRG, dorsal root ganglion; DRN, dorsal raphe nucleus; RMN, raphe magnus nucleus; vlPAG, ventrolateral periaqueductal gray; DBH, dopamaine beta-hydroxylase; TH, tyrosine hydroxylase; NAT, noradrenaline transporter.](fnins-13-01268-g001){#F1}

###### 

Monoaminergic dysfunction in preclinical models of pain.

  **System**          **Finding reported**                                   **Model of pain**                **Animal**   **References**
  ------------------- ------------------------------------------------------ -------------------------------- ------------ ------------------
  **Noradrenergic**                                                                                                        
  *Peripheral*        ↑α2-AR                                                 Sciatic nerve ligation           Rat          [@B152]
  (DRG)               ↑α1B-AR                                                SNL, Sciatic nerve ligation      Rat          [@B253]; [@B147]
                      ↓ Kv channel alpha                                     CCI                              Rat          [@B128], [@B127]
  *Spinal*            ↑α2A-AR                                                Inflammatory pain                Sheep        [@B32]
                      ↑α2C-AR                                                SNL                              Rat          [@B226]
                      ↑ Efficacy of coupling between α-2AR and Gα            SNL                              Rat          [@B20]
                      ↑ NAT                                                  SNL                              Rat          [@B197]
  *Supraspinal*       ↑ TH                                                                                                 
  (locus coeruleus)   ↑ NAT                                                  CCI                              Rat          [@B3]
                      ↑α2-AR                                                                                               
                      ↑ DBH                                                  SNL                              Rat          [@B235]
  **Serotonergic**                                                                                                         
  *Peripheral*        ↑ 5-HT2A in DRG                                        Vincristine-induced neuropathy   Rat          [@B237]
  *Spinal*            ↑ 5-HT2A in ipsilateral side of dorsal horn            CFA                              Rat          [@B262], [@B261]
                      ↑ 5-HT2A in the lumbar dorsal horn                     Vincristine-induced neuropathy   Rat          [@B237]
                      ↓ 5-HT7 in dorsal spinal cord                          Formalin test                    Rat          [@B194]
                      ↓ 5-HT7 in ipsilateral dorsal spinal cord              SNL                              Rat          [@B8]
  *Supraspinal*       ↑ 5-HT2A bilateral NRM                                 CFA                              Rat          
                      ↑ 5-HT2A vlPAG                                         CFA                              Rat          [@B262], [@B261]
                      ↑ 5-HT2A DRN                                           CFA                              Rat          
  **Dopaminergic**                                                                                                         
  *Supraspinal*       ↓ D2 receptor in the NAc                               SNI                              Rat          [@B201]
                      Disruption on D2 and D3 receptors in the hippocampus   SNI                              Rat          [@B44]
  **Histaminergic**                                                                                                        
  *Peripheral*        ↑ H1 receptor in nociceptive afferent neurons          Capsaicin-induced hyperalgesia   Guinea pig   [@B117]

AR, adrenoceptor; CCI, chronic constriction injury; CFA, complete Freund's adjuvant; DBH, dopamine beta hydroxylase; DRG, dorsal root ganglion; DRN, dorsal raphe nucleus; NAc: accumbens nucleus; NAT, noradrenaline transporter; NRM: raphe magnus; SNI, spared nerve injury; SNL, spinal nerve ligation; TH, tyrosine hydroxylase; vlPAG, ventrolateral periaqueductal gray.

Noradrenaline {#S4.SS1}
-------------

Peripheral α-adrenergic stimulation does not affect pain sensation in healthy conditions but interestingly, such excitation enhances pain sensation in chronic pain ([@B214]). This pro-nociceptive effect is the result of increased excitability of primary sensory neurons, known as hypersensitivity to innocuous and noxious stimuli. The increase in excitability is the result, in part, of neuroplastic changes in animal models of chronic pain, driven possibly by an increase in α2- and α1B-AR mRNA expression in DRGs ([@B208]; [@B152]; [@B31]; [@B253]; [@B147]) and by upregulation of α1-ARs on cutaneous nociceptive afferents ([@B67]). Interestingly, this excitability is enhanced by α2 agonists while it is blocked by administration of α2 antagonists ([@B208]; [@B152]). Based on these studies, it was proposed that the effect of the increase in α2-AR expression on afferents contributes to the maintenance of chronic pain, making this a potential target to relieve peripheral chronic pain.

Spinal α-ARs are thought to play an opposite role to peripheral ARs in chronic pain. An increase in spinal α2A-ARs has been reported in sheep with inflammatory pain ([@B32]), while in rats, neuropathic pain has been associated with an increase in spinal α2C-ARs but not α2A-ARs ([@B226]). Similarly, the number of spinal α2A-ARs in spinal nerve ligation (SNL) rats remains unaltered but surprisingly, an increase in the efficacy of coupling between α2A and Gα subunits has been reported ([@B20]). Additionally, upregulation of the spinal NAT has been reported in such SNL rats ([@B197]). These results suggest that chronic pain induces adaptive changes in response to reduced descending noradrenergic tone ([@B109]). Interestingly, the increase in α2A-AR efficiency could explain why antidepressants induce spinal analgesia in chronic pain conditions ([@B142]; [@B144]; [@B20]). These central adaptive changes suggest that after nerve injury, the descending noradrenergic inhibitory tone may be compromised but interestingly, the increase in the α2-AR efficacy can be considered beneficial for the effect of NA reuptake inhibitors.

Although spinal adrenergic alterations have received special attention in the development of chronic pain, supraspinal noradrenergic areas have also been seen to change in a manner that is relevant to chronic pain. Thus, an increase in dopamine beta-hydroxylase (DBH), tyrosine hydroxylase (TH), NAT and α2-ARs has been observed in the LC of rats with long-term neuropathic pain ([@B3]; [@B235]). All these changes might try to balance the reduced spinal noradrenergic tone observed in neuropathic pain, although in recent decades these alterations have been seen to be relevant for the development of secondary co-morbidities in chronic pain, such as anxiety and depression ([@B3], [@B4]). It has also recently been demonstrated that neuropathic pain induces LC-BLA overactivation, leading to anxiety-like behaviors, and enhancing the aversive learning and memory index ([@B139]). In addition, optogenetic activation of the LC-PFC (prefrontal cortex) pathway exacerbates spontaneous pain, producing aversion and increasing anxiety-like behavior ([@B102]). Interestingly, other noradrenergic nuclei (A5 and A7) contribute to the maintenance of chronic pain. Thus, the A7 seems to exert an inhibitory effect on LC neurons in neuropathic pain ([@B249]), while the A5 nucleus sends projections to the dorsal reticular nucleus (DRt) that contributes to the facilitation of pain transmission in the spinal cord via α1-ARs ([@B136]; [@B146]).

Serotonin {#S4.SS2}
---------

The serotonergic descending pain pathways also experiences alterations in animal models of chronic pain. The effect of spinal 5-HT may be either inhibitory or facilitatory, depending on the acute or chronic state of pain ([@B158]). Thus, intrathecal administration of 5-HT produces anti-nociception against acute stimuli of diverse nature ([@B63]; [@B21]), whereas the depletion of 5-HT pathways in models of neuropathic (chronic) pain prevents hypersensitivity ([@B228]; [@B190]). Interestingly, reduced spinal 5-HT levels in mice deficient for the 5-HT transporter (5-HTT^--/--^) is associated with decreased thermal hypersensitivity, a symptom caused by peripheral sensitization in pain ([@B247]). Thus, it has been suggested that 5-HT might facilitate persistent pain while it has also been proposed that 5-HT could be inhibitory in neuropathic pain.

Regarding 5-HT receptor stimulation, 5-HT1As have been implicated in both facilitatory (i.e., pronociception; [@B6]) and inhibitory pain (i.e., anti-nociception; [@B23]). The activation of 5-HT1A autoreceptors at the supraspinal levels regulates 5-HT release to the spinal cord and therefore, acute 5-HT1A agonist administration dampens 5-HT release in the spinal cord ([@B225]). In animal models of neuropathic pain, the antagonism of 5-HT1A receptors induces analgesia or it potentiates the effect of morphine, tramadol and anti-depressants ([@B196], [@B195]; [@B13]; [@B11]), suggesting a facilitatory role for this receptor in neuropathic pain at least. By contrast, chronic administration of the 5-HT1A agonist F-13640 induced analgesia in an animal model of constriction injury of the infraorbital nerve ([@B56]; [@B57]). This response could be due to the desensitization of autoreceptors in supraspinal areas following chronic 5-HT1A administration. Therefore, the pro-nociceptive effects of 5-HT1A agonist administration have been attributed to pre-synaptic 5-HT1A, while anti-nociceptive effects could be due to the post-synaptic 5-HT1A activation at the spinal level ([@B56]).

Antagonism of 5-HT2 and 5-HT3 receptors is thought to dampen analgesia or potentiate the effect of some drugs due to its role in descending facilitation pain ([@B7]; [@B92]). Interestingly, there are increases in the prominence of these receptors in association with chronic pain. Thus, an increase of 5-HT2A receptor mRNA was evident in DRGs, the RMN, ventrolateral PAG (vlPAG), dorsal raphe nucleus (DRN) and dorsal horn in a model of inflammatory pain ([@B262], [@B261]). Similarly, an increase in the 5-HT2A receptor has been reported in the lumbar dorsal horn in association with neuropathic pain ([@B237]). Clinical studies reported an increase in 5-HT2A receptor binding in the PFC related to the pain evoked by heat ([@B133]), suggesting a clear facilitation role for this receptor. As such, antagonism of this receptor could be a potential target for the treatment of chronic pain.

Although 5-HT3 receptor expression remains unaltered in the dorsal spinal horn in neuropathic pain ([@B183]), antagonism of the 5-HT3 receptor reduces the second but not the first phase of the formalin test, suggesting that the agonism of the 5-HT3 receptor would facilitate chronic pain ([@B86], [@B87]; [@B92]). In addition, an increase in serotonergic fibers (5 weeks after spinal cord injury -SCI) was proposed to contribute to the maintenance of mechanical allodynia via 5-HT3 receptor activation ([@B168]). These findings suggest that 5-HT3 and 5-HT2A receptors that participate in facilitatory descending pain contribute to the central sensitization in chronic pain conditions ([@B18]).

There is little information available from a clinical setting, although a decrease in mechanical allodynia was observed in some patients with neuropathic pain treated with a 5-HT3 receptor antagonist ([@B150]) but not in others ([@B239]). Although selective 5-HT3 receptor antagonists (used as anti-emetics) have inflammatory and analgesic properties in patients suffering inflammatory rheumatic diseases and fibromyalgia ([@B227]; [@B244]), there are no clinically effective drugs that act on these receptors.

The 5-HT7 receptor has been little studied in chronic pain. While it is thought to be less prominent in the dorsal spinal cord of neuropathic rats, its antagonism seems to produce analgesic properties in neuropathic and inflammatory pain models ([@B194]; [@B8]; [@B18]).

Thus, it is difficult to elucidate the role of 5-HT and its receptors in pain because such effects are highly dependent on the 5-HT receptor subtype stimulated but also, on the pathological state of the subject.

Dopamine {#S4.SS3}
--------

Interest in the role of the dopaminergic system in pain has augmented in the last decade. Some changes in the mesocorticolimbic circuit have been reported, considered as a possible target to combat the negative affective states associated with chronic pain. A decrease in D2 receptor expression has been reported in the nucleus accumbens (NAc) of animal models of neuropathic pain, as well as changes in D2 and D3 receptor expression in the hippocampus ([@B44]; [@B201]). In addition, a reorganization of NAc connectivity with cortical areas contralateral (to the injured limb) has been reported in a model of long-term neuropathic pain ([@B46]). The dopaminergic alterations studied seem to contribute to the negative motivational-affective ([@B234]; [@B212]; [@B46]) and cognitive aspects of pain ([@B44]).

Histamine {#S4.SS4}
---------

The histaminergic system seems play an important role in the development of hypersensitivity in neuropathic pain ([@B169]). Histamine is released peripherally by mast cells that are involved in the inflammatory process through the recruitment of macrophages and neutrophils following nerve injury ([@B40]). In fact, mast cell depletion prevents mechanical hypersensitivity in a mouse model of persistent pain ([@B119]). These mast cells proliferate and can degranulate for up to 2 weeks or even for months under certain conditions of nerve injury ([@B97]). In terms of the histamine receptors, an increase in H1 receptor expression has been observed in nociceptive afferent neurons after nerve injury ([@B24]; [@B117]) and interestingly, histamine seems to activate the pruriceptors that induce the release of inflammatory mediators involved in pruritus (itching: [@B178]). There is also evidence indicating that histamine-induced itching can convert into pain associated with neuropathic hypersensitivity ([@B24]). Thus, the histaminergic system may be subject to alterations that contribute to the maintenance of chronic pain.

Analgesic Drugs With Monoaminergic Action {#S5}
=========================================

Antidepressants {#S5.SS1}
---------------

The analgesic activity of antidepressants has been widely demonstrated in animals and humans. Although antidepressants can be used to alleviate certain types of chronic pain, mainly neuropathies, their mechanism of action as analgesics remain unclear ([@B170]). Given the central role of monoamines in pain modulation it is highly likely that antidepressants exert some effect on pain circuits. The hypotheses regarding the analgesic activity of these drugs focuses on their ability to augment the presence of monoamines by inhibiting NA and 5-HT reuptake. Antidepressants block NA and 5-HT transporters, preventing presynaptic reuptake and thereby increasing the post-synaptic NA and/or 5-HT that reinforces descending pain inhibitory pathways ([@B94]; [@B170]). However, other actions on the monoaminergic system have also been described for these drugs, as described below ([Table 2](#T2){ref-type="table"}).

###### 

Antidepressants with analgesic action via monoaminergic system.

                      **Drugs**                   **Effective Dose**              **Model of pain**                           **Nociceptive test**          **Effect**                      **Receptors**   **Effect antagonized by**                      **Animal**          **References**
  ------------------- --------------------------- ------------------------------- ------------------------------------------- ----------------------------- ------------------------------- --------------- ---------------------------------------------- ------------------- ----------------
  **Noradrenaline**                                                                                                                                                                                                                                                            
  Acute pain          Amitriptyline               15 mg/Kg i.p.                                                               Hot plate                     ↑ Latency                       α2-AR           Reserpine (2 mg/kg i.p.)                       Mice                [@B81]
                      Imipramine                                                  Abdominal constriction                      Acetic acid test              ↓ No constriction                               Yohimbine (3 mg/kg i.p.)                                           
                                                                                                                                                                                            α2A-AR          BRL 44408 (1 mg/kg i.p.)                                           
                      (+) Oxaprotiline            10, 35 mg/kg i.p.               Abdominal constriction                      Acetic acid test              ↓ No constriction               α2-AR           RX821002 (1 mg/kg s.c.)                        Mice                [@B91]
                      Paroxetine                  10 mg/kg i.p.                                                                                                                                                                                                                
                      Sibutramine                 5, 25 mg/kg i.p.                                                                                                                                                                                                             
                      Dothiepine                  5, 30 mg/kg i.p.                                                                                                                                                                                                             
                      Amitriptyline               5, 25 mg/kg i.p.                                                                                                                                                                                                             
                      TCA: Amitriptyline          10 mg/kg i.p.                   Heat stimulation                            Tail-flick test               Not displays analgesic effect   α2-AR                                                          α2-AR KO Mice       [@B174]
                      Desipramine                 4, 20, 40 mg/kg i.p.                                                        Hot plate test                ↑ Latency                       β1-AR           CGP20712A (1 mg/kg s.c.)                       Mice                [@B157]
                      Nortriptyline               2, 4, 20, 40 mg/kg i.p.         Heat stimulation                            Tail flick test               ↑ Latency                       β2-AR           ICI118551 (30 μg/kg s.c.)                                          
                                                                                  Abdominal constriction                      Acetic acid test              ↓ No constriction                                                                                                  
                                                                                  Inflammatory                                Formalin test (first phase)   ↓ licking time                                                                                                     
  Chronic pain        Venlafaxine                 40 mg/kg i.p.                   Neuropathic: CCI                            Plantar test                  ↑ Latency                       α2-AR           Yohimbine (5 mg/kg i.p.)                       Rat                 [@B96]
                                                  10, 20 mg/kg i.p. (14 days)                                                 von Frey test                 ↑ Withdrawal threshold                                                                                             
                      SNRI: Duloxetine            10 mg/kg s.c. (3 days)          Neuropathic: SNL                            von Frey test                 ↑ Withdrawal threshold          α2-AR           Idazoxan (30 μg/20 μg i.t.)                    Rat                 [@B111]
                      Nortriptyline, Imipramine   5 mg/kg i.p.                    Inflammatory                                Formalin test (late phase)    ↓ Licking time                  α1-AR           Prazosin (1 mg/kg i.p.; 5 μg, i.c.v.)          Rat                 [@B257]
                      Nisoxetine                  2.5 mg/kg i.p.                                                                                                                                                                                                               
                      Maprotiline                 10 mg/kg i.p.                                                                                                                                                                                                                
                      Milnacipran                 5 mg/kg i.p.                                                                                                                                                                                                                 
                      Fluvoxamine                 20 mg/kg i.p.                                                                                                                                                                                                                
                      Mianserin                   30, 45 mg/kg o.p. (14 days)     Neuropathic: STZ                            Randall-Selitto               ↑ Withdrawal threshold          α2-AR           Phentolamine (5 mg/kg o.p.; 14 days)           Rat                 [@B240]
                                                                                                                              Von Frey                      ↑ Withdrawal threshold          β-AR            Propranolol (5 mg/kg o.p. 14 days)                                 
                                                                                                                              Plantar test                  ↑ Latency                                                                                                          
                                                                                                                              Hot plate test                ↑ Latency                                                                                                          
                      Nortriptyline               5 mg/kg i.p. (2--3 weeks)       Neuropathic: STZ                            von Frey test                 ↑ Withdrawal threshold          β2-AR           ICI118551 (2 mg/kg i.p.)                       Mice                [@B51]
                      Desipramine                 5 mg/kg i.p. (4 weeks)          Neuropathic: SNC                            von Frey test                 ↑ Withdrawal threshold          β2-AR           ICI118551 (2 mg/kg i.p.; 3 days)               β2-AR +/+ Mice      [@B254]
                      Venlafaxine                 10 mg/kg i.p. (4 weeks)                                                                                                                                                                                  β2-AR −/− KO Mice   
                      Reboxetine                  0.8 mg/kg i.p. (4 weeks)                                                                                                                                                                                                     
                      Nortriptyline               5 mg/kg i.p. (2--3 weeks)       Neuropathic: SNC                            von Frey test                 Not displays analgesic effect   β2-AR           Terbutaline (0.5 mg/kg i.p.)                   β2AR −/− Mice       [@B29]
                      Venlafaxine                                                                                                                           ↑ Withdrawal threshold                                                                         C57BL/6J Mice       
  **Serotonin**                                                                                                                                                                                                                                                                
  Acute pain          Venlafaxine                 80 mg/kg i.p.                                                               Hot plate test                ↑ Latency                       5-HT1A          8-OH-DPAT (0.062 mg/kg s.c.)                   Mice                [@B28]
                      Fluoxetine                  10 mg/kg i.p. (7 days)          Abdominal constriction                      Acetic acid test              ↓ No constriction               5-HT1A          Pindolol (10 mg/kg i.p.)                       Mice                [@B223]
                      Fluoxetine                  0.3--1 nmol/paw                 Inflammatory                                Formalin test (first phase)   ↑ Fliching                                                                                     Rat                 [@B45]
                      Paroxetine                  5, 10, 20 mg/kg i.p.            Abdominal constriction                      Acetic acid test              ↓ No constriction               5-HT3           Ondansetron (0.1 mg/kg)                        Mice                [@B123]
                      Fluvoxamine                 30 mg/kg i.p.                                                               Paw pressure test             ↑ Latency                       5-HT3           Granisetron (1 mg/kg, s.c)                     Mice                [@B104]
  Chronic pain        Fluvoxamine                 10, 30 mg/kg i.p; 100 mg i.t.   Neuropathic: Partial sciatic nerve injury   von Frey test                 ↑ Withdrawal threshold          5-HT2A/AC       Ketanserin (3 mg/kg i.p.; 10 mg i.t.)          Mice                [@B104]
                      Fluoxetine                  0.3--1 nmol/paw                                                             Formalin test (late phase)    ↑ Fliching                      5-HT2A          Ketanserin (10 pmol/paw)                       Rat                 [@B45]
                                                                                                                                                                                            5-HT2B          RS-127445 (10 pmol/paw)                                            
                                                                                                                                                                                            5-HT2C          RS-102221 (10 pmol/paw)                                            
                                                                                                                                                                                            5-HT3           Ondansetron (10 nmol/paw)                                          
                                                                                                                                                                                            5-HT4           GR-113808 (100 fmol/paw)                                           
                                                                                                                                                                                            5-HT6           SB-258585 (10 pmol/paw)                                            
                                                                                                                                                                                            5-HT7           SB-269970 (1 nmol/paw)                                             
                                                  3 nmol/paw and i.t.                                                                                       ↓ Fliching                      5-HT1A          WAY-100635 (1 nmol i.t.)                                           
                                                                                                                                                                                            5-HT1B/1D       GR-127935 (1 nmol i.t.)                                            
                                                                                                                                                                                            HT1B            SB-224289 (1 nmol i.t.)                                            
                                                                                                                                                                                            5-HT1D          BRL-15572 (1 nmol i.t.)                                            
                      Imipramine                  10 mg/kg i.p.                   Inflammatory                                Formalin test (late phase)    ↓ Licking time                  5-HT3           Ondansetron (1 mg/kg i.p.)                     Rat                 [@B257]
                      Nortriptyline               5, 10 mg/kg i.p.                                                                                                                          5-HT2           Ketanserin (1, 2 mg/kg i.p; 60 μg i.c.v.)                          
                      Nisoxetine                  2.5 mg/kg i.p.                                                                                                                                                                                                               
                      Maprotiline                 10 mg/kg i.p.                                                                                                                                                                                                                
                      Milnacipran                 5 mg/kg i.p.                                                                                                                                                                                                                 
                      Fluvoxamine                 20 mg/kg i.p.                                                                                                                                                                                                                
                      Imipramine                  2.5 mg/kg i.p.                                                              Formalin test (late phase)    ↑ Licking time                  5-HT4           SDZ-205, 557 (0.1 mg/kg i.p.)                                      
                      Fluoxetine                  10 mg/kg i.p. (3 weeks)         Neuropathic: STZ                            Randall-Selitto               ↑ The vocalization thresholds   5-HT2A          TAT-2ASCV peptide (30 ng/rat i.t.)             Rat                 [@B184]
                                                                                                                              Hot plate                     ↑ Latency                                                                                                          
                      Fluoxetine                  10, 20 mg/kg i.p.               Neuropathic: STZ                            Tail inmersion                ↑ Latency                       5-HT2A/2C       Ritanserin (1, 2 mg/kg i.p.)                   Mice                [@B11]
                                                                                                                              Hot-plate test                ↑ Latency                                                                                                          
                      Clomipramine                6 mg/kg i.v.                    Neuropathic: CCI, STZ                       Randall-Selitto               ↑ Vocalization thresholds       5-HT1A          WAY 100, 635 (0.5, 8 mg/kg s.c.)               Rat                 [@B13]
                      Venlafaxine                 5, 10, 20 mg/kg i.v.            Neuropathic: CCI                            Randall-Selitto               ↑ Vocalization thresholds       5-HT1A          OH-DPAT (0.5 mg/kg s.c.)                       Rat                 [@B101]
                                                                                                                                                                                                            Antisense oligodeoxynucleotide (0.1 nmol/μl)                       
  **Dopamine**                                                                                                                                                                                                                                                                 
  Acute pain          Nomifensine                 1.25, 2.5, 5, 10 mg/kg s.c                                                  Tail inmersion                Not displays analgesic effect   D2              Eticlopride (181.3--270 mg/kg ip)              Rat                 [@B82]
                                                                                                                              Hot plate                     Not displays analgesic effect                                                                                      
                                                                                                                              Formalin test                 ↓ Licking time                                                                                                     
  Chronic pain        Amitriptyline               3--30 mg/kg i.p.                Neuropathic: SNL                            von Frey test                 ↑ Withdrawal threshold          D2              Sulpiride (30 μg i.t.)                         Rat                 [@B48]
                      Milnacipran                                                                                                                                                                                                                                              
                      Duloxetine                                                                                                                                                                                                                                               
                      Fluoxetine                                                                                                                                                                                                                                               

AR, adrenoceptor; CCI, chronic constriction injury; i.p., intraperitoneal injection; i.v, intravenous injection; i.t. intrathecal injection; s.c., subcutaneous injection; SNC: sciatic nerve cuffing; SNL, spinal nerve ligation; STZ, streptozotocin-induced diabetic; o.p., oral administration.

Action on the Noradrenergic System {#S5.SS2}
----------------------------------

### Preclinical Studies {#S5.SS2.SSS1}

Animal studies suggest that α2-ARs are involved in the analgesia mediated by antidepressants ([@B81]; [@B96]), the most relevant evidence provided by the loss of analgesia induced by amitriptyline in α2-AR KO mice ([@B174]). In addition to α2-ARs, other adrenergic receptors have also been implicated in the analgesia mediated by antidepressants. Thus, the α1-AR antagonist prazosin blocked the anti-nociceptive effect of nortriptyline, maprotiline, milnacipran, and imipramine in the formalin test ([@B257]). In terms of β-ARs, initial studies reported that β1- and β2-ARs participated in the analgesia mediated by desipramine (DMI) and nortriptyline, in both thermal and chemical models of acute pain ([@B157]). Interestingly, in neuropathic mice lacking β2-ARs chronic treatment with DMI, nortriptyline and reboxetine failed to produce analgesia ([@B254]), consistent with preclinical findings where repeated stimulation of β2-ARs seem to be necessary and sufficient to produce a therapeutic effect ([@B51], [@B50]; [@B254], [@B255]). More recently, mianserin, a tetracyclic antidepressant, was shown to produce analgesia in a model of diabetic neuropathic pain through its interactions with both α2- and β-ARs ([@B240]). In addition, antidepressants may possibly have peripheral effects, with nortriptyline and venlafaxine mediating the stimulation of β2-ARs in non-neuronal cells, thereby inhibiting the production of the cytokine tumor necrosis factor α (TNFα), provoking an anti-allodynic effect in a rat model of neuropathic pain ([@B29]).

All the data available suggest that the analgesic action of antidepressants mainly occurs at the spinal level ([@B156]; [@B111]; [@B132]). Indeed, it was recently verified that daily subcutaneous injections of duloxetine attenuate SNL hypersensitivity in rats through NA accumulation in the spinal cord ([@B111]). Given the role of the LC in analgesia through the descending pain pathway, the effect of antidepressants at this level has been evaluated. As expected, electrophysiological assays have demonstrated the action of antidepressants on the LC neurons, for example the acute administration of venlafaxine (a SNRI) completely inhibits the LC activity modulated by α2-ARs and 5-HT1A receptors ([@B28]). Interestingly, DMI and duloxetine restored the functional changes in rat LC neurons affected by neuropathic pain, an event that correlated with analgesic behavior ([@B2]). Similarly, functional Magnetic Resonance Imaging (fMRI) showed that chronic administration of DMI (14 days, daily i.p. of 10 mg/kg) produced greater activation of areas altered by chronic pain in a rat model of neuropathic pain: primary somatosensory cortex, insular cortex, medial globus pallidus, etc. ([@B115]).

### Clinical Approach {#S5.SS2.SSS2}

Antidepressants that mainly inhibit noradrenaline reuptake, like DMI and maprotiline, are not a good choice for the treatment of human neuropathic pain ([@B148], [@B149]; [@B248]), yet they are used in patients who have not obtained pain relief with other treatments. Clinical evidence suggests that dual antidepressants provide better analgesic efficacy in chronic neuropathic pain. In this regard, the analgesic efficacy of amitriptyline (a tricyclic antidepressant -TCA) is the best-documented in complex regional pain syndrome, neuropathic and musculoskeletal pain, and fibromyalgia ([@B250]; [@B160]; [@B35]; [@B242]). However, due to the side effects of TCAs, the SNRI duloxetine has been the first choice treatment for peripheral diabetic neuropathic pain and fibromyalgia, with a good safety profile. Despite the efficacy revealed in these conditions, this class of antidepressants is not useful in relieving SCI, phantom limb and HIV neuropathy ([@B126]; [@B43]; [@B193]), yet there is insufficient evidence to prescribe antidepressants for inflammatory chronic pain ([@B181]; [@B192]). Thus, more clinical trials are needed in this area.

Regarding the mechanisms of action, it is believed that the increase of monoamines associated with the inhibition of NA and 5-HT reuptake reinforces inhibitory descending pain pathways ([@B170]). Clinical studies have reported the importance of stimulating α2A-AR to induce analgesia and indeed, α2 agonist administration has anti-nociceptive activity alone or in combination with opioids ([@B69], [@B70]). In clinical practice, antidepressants exhibit little or only intermediate efficacy against acute nociceptive stimuli, while they induce significant analgesia in chronic pain ([@B188]; [@B210]; [@B176]; [@B156]). Interestingly, enhanced α2A-AR efficiency could explain why antidepressants induce spinal analgesia in chronic pain ([@B142]; [@B144]; [@B20]). Accordingly, drugs acting through α2-ARs such as clonidine is effective in patients with neuropathic pain at doses that are inactive in post-operative pain ([@B70]). Although preclinical evidence indicates that β2-ARs are necessary to produce a therapeutic effect ([@B51], [@B50]; [@B254], [@B255]), there is one clinical report supporting the efficacy of β2-ARs in combating neuropathic pain ([@B55]).

Action on the Serotonergic System {#S5.SS3}
---------------------------------

### Preclinical Studies {#S5.SS3.SSS1}

Like noradrenaline, the main putative analgesic mechanism for 5-HT is the increase of 5-HT neurotransmission by 5-HT receptor stimulation and the ensuing modulation of descending pain inhibition. However, specific 5-HT receptor subtypes can dampen or enhance neuronal spinal cord activity ([@B158]), thereby weakening or potentiating descending pain transmission. Therefore, the role of 5-HT in analgesia remains controversial.

The effect of selectively inhibiting 5-HT reuptake has mainly been studied using SSRIs like fluoxetine. The anti-nociceptive effect of fluoxetine has been demonstrated in several animal models of acute and chronic pain (tail flick, hot plate and streptozotocin diabetic mice), although the data obtained have at times been contradictory ([@B223]; [@B45]). Thus, 5-HT has a pro-nociceptive peripheral effect, as reflected by the enhanced pain in the formalin test after local fluoxetine injection. However, systemic and intrathecal injection reduces any pro-nociceptive behavior in this test ([@B45]). The peripheral pro-nociceptive effect seems to be mediated by the activation of 5-HT2A/2B/2C/3/4/6/7 receptors, while systemic and intrathecal anti-nociception seems to be mediated by 5-HT1A/1B/1D/5A receptor activation.

The pro-nociceptive effect of 5-HT on some 5-HT receptors reveals the importance of co-administering certain 5-HT antagonists in pain management. As such, analgesia is enhanced when 5-HT1A receptors are blocked with drugs that augment 5-HT. Accordingly, the anti-nociceptive effect of the SNRI venlafaxine (injected subcutaneously) was potentiated in the hot plate test by 5-HT1A receptors antagonism. Similarly, systemic co-administration of a 5-HT1A receptor antagonist enhanced fluoxetine-induced anti-nociception in the acetic acid test ([@B223]). Moreover, several studies showed that systemic blockage of 5-HT1A receptors enhances the analgesic effect of SSRIs like fluoxetine ([@B11]) and clomipramine ([@B13]) in chronic pain models. In fact, chronic intracerebroventricular (ICV) administration of an antisense oligodeoxynucleotide that silences 5-HT1A receptor synthesis decreases mechanical hypersensitivity of neuropathic rats ([@B101]). These results provide strong evidence of the importance of co-administering selective 5-HT1A antagonists to potentiate the anti-nociceptive efficacy of antidepressants.

The antagonism of 5-HT2 receptors potentiates the anti-nociceptive effect of paroxetine, effect that is blocked by 5-HT3 antagonist in the acetic acid test ([@B123]). However, ketanserin (a 5-HT2A/AC receptor antagonist) antagonizes the anti-allodynic effect of fluvoxamine in a mice model of neuropathic pain. These findings suggest that SSRIs would have an opposite effect on 5-HT2A/2C receptors in acute or chronic pain ([@B104]).

There is little information about the role of 5-HT receptors in chronic pain and despite the influence of 5-HT on pain modulation, some preclinical studies have reported that the analgesia produced by SSRIs is less potent in chronic than in acute pain models ([@B22]; [@B184]). In fact, the stimulation of 5-HT2A receptors induces analgesia in healthy but not diabetic neuropathic rats. Thus, the alterations to 5-HT2A receptors that occurs in neuropathic pain is thought to be one of the causes of this inefficacy. In fact, pharmacological disruption of the association between spinal serotonin type 2A (5-HT2A) receptors and their associated PDZ proteins suppresses the analgesia induced by fluoxetine in diabetic and SNL rats ([@B184]). Hence, 5-HT2A receptors and PDZ protein interactions might influence the resistance to SSRI-induced analgesia in the management of chronic neuropathic pain. Coupling the pro-nociceptive stimulation of some 5-HT receptors to the 5-HT alterations observed in chronic pain possibly explains the inefficacy of SSRIs in the management of chronic pain.

### Clinical Approach {#S5.SS3.SSS2}

Although modulation of the 5-HT system could dampen or enhance the magnitude of pain, antidepressants like SSRIs that selectively acting through 5-HT are thought to be relatively poor in combating chronic pain ([@B114]; [@B10]) and therefore, they are not recommended as a first-line therapy for chronic pain. Fluoxetine and paroxetine have been used unsuccessfully to manage non-neuropathic chronic pain like headache and migraine ([@B205], [@B206]), and paroxetine and citalopram have minimal effects on patients suffering painful diabetic neuropathy. Similarly, fluoxetine had no effect in patients with painful diabetic neuropathy ([@B220], [@B219]; [@B149]). Animal studies have helped us to elucidate some possible mechanisms responsible for the ineffectiveness of SSRIs in chronic pain, such as the facilitatory role of serotonin on 5-HT3 receptors and the alterations to 5-HT2A receptors in this condition. However, other drugs with dual action on NA and 5-HT reuptake inhibitors have proved to be efficacious in treating several forms of chronic pain, such as venlafaxine and duloxetine for fibromyalgia, migraine and diabetic neuropathy ([@B120]; [@B130]; [@B38]). Hence, further studies should be carried out to assess how to achieve effective analgesia through the 5-HT system. By contrast, there is no evidence to support the use of SSRIs to combat inflammatory chronic pain like rheumatoid arthritis or osteoarthritis ([@B180]).

Action on the Dopaminergic System {#S5.SS4}
---------------------------------

### Preclinical Studies {#S5.SS4.SSS1}

The descending release of DA in the spinal cord plays an important role in pain modulation, although there are limited studies into the dopaminergic influence on the analgesic effect of antidepressants. Intrathecal injection of bupropion produces a dose-dependent anti-hyperalgesic effect in neuropathic rats, coincident with an increase in NA and DA in the spinal cord ([@B105]). In addition, the norepinephrine-dopamine reuptake inhibitor nomifensine has a similar potency and efficacy to morphine in the formalin test ([@B82]). It was recently reported that spinal DA receptors are implicated in the anti-hyperalgesic effect of antidepressants in a model of spinal nerve ligation. Pretreatment with a dopamine D2 receptor antagonist abolished the anti-hyperalgesic effects of intraperitoneal amitriptyline, duloxetine, milnacipran and fluoxetine administration ([@B48]), suggesting that DA would exert a role in the spinal inhibitory effect of antidepressants. Nevertheless, further studies into the implication of the DA system in pain should be carried out.

### Clinical Approach {#S5.SS4.SSS2}

Few studies have evaluated the analgesic effectiveness of specific DA reuptake inhibition in chronic pain patients. In this regard, the atypical antidepressant bupropion (a dual noradrenaline and dopamine reuptake inhibitor) decreases the intensity of pain and improves the quality of life of neuropathic pain patients ([@B213]). However, the side effects of this drug are an important drawback as bupropion may be an excessively strong stimulant, inhibiting the appetite. As such, it is absolutely contraindicated in patients with a history of seizures or eating disorders.

Nonetheless, new TRIs have been designed that block all three monoamines by acting on their transporters (DAT, NAT and SERT: dopamine, noradrenaline, and serotonin transporters: [@B94]). These drugs should theoretically be very efficacious in treating chronic pain and they could be useful when pain is co-morbid with other conditions in which the availability of some monoamines is compromised, such as in depression or Parkinson's disease. However, whether these drugs truly represent an interesting new strategy remains to be fully explored.

Gabapentinoids {#S5.SS5}
--------------

### Preclinical Studies {#S5.SS5.SSS1}

Gabapentin was introduced as an antiepileptic drug in 1993 and it was subsequently recognized as a first-line drug for several types of chronic pain. Gabapentinoids have been widely used to treat neuropathic pain and they are mainly characterized by their action on α2δ subunits in primary afferents. However, they may also act on supraspinal areas and stimulate descending pain inhibition, with their supraspinal effects mediated by spinal α2-ARs ([Table 3](#T3){ref-type="table"}; [@B230]). Accordingly, high doses of gabapentin and pregabalin (ICV), and i.v. administration of gabapentin, enhances NA turnover in the spinal cord ([@B231]; [@B98]; [@B233]), provoking spinal α2-AR mediated analgesia. In murine models of neuropathic pain, α2 antagonists suppress the anti-hypersensitivity effect of gabapentinoids following ICV administration ([@B233]). There have been few studies into gabapentinoids and the serotonergic system, yet the increase in 5-HT3 receptors after injury determines the analgesic actions of gabapentinoids ([@B25]). Conversely, pregabalin induced pain relief via the intra-accumbens nucleus induces DA release during early but not late neuropathic pain ([@B118]). Hence, pain chronification leads to dysfunction of the reward circuit, which should be studied as a target for the management of chronic pain.

###### 

Analgesic action of gabapentinoids, opioids, NSAID's and histaminergic drugs via monoaminergic system.

  **Drugs**            **Effective Dose**                  **Model of pain**                 **Nociceptive test**          **Effect**                **Receptors**   **Effect antagonized by**                         **Animal**   **References**
  -------------------- ----------------------------------- --------------------------------- ----------------------------- ------------------------- --------------- ------------------------------------------------- ------------ ------------------
  **Gabapentinoids**                                                                                                                                                                                                                
  Gabapentin           100 μg i.c.v.                       Neuropathic: PSL                  Plantar test                  ↑ Latency                 α2-AR           Yohimbine (3 μg, i.t.)                            Mice         [@B230]
                                                                                             von Frey test                 ↑ Latency                                 Idazoxan (3 μg, i.t.)                                          
  Gabapentin           1 μg intra LC                       Neuropathic: SNL                  Randall-Selitto               ↑ Latency                 α2-AR           Idazoxan (30 μg, i.t.)                            Rat          [@B98]
  Gabapentin           100 μg i.c.v.                       Neuropathic: PSL                  Plantar test                  ↑ Latency                 α2-AR           Idazoxan (3 μg, i.t.)                             Mice         [@B231]
  Pregabalin           30 i.c.v.                                                             von Frey test                 ↑ Latency                 α2-AR                                                                          
  Gabapentin           100 mg/kg i.p.                      Neuropathic: PSL                  Plantar test                  ↑ Latency                 α2-AR           Yohimbine (1 mg/kg i.p.; 3 μg i.t)                Mice         [@B233]
                       100 μg i.t.                                                           von Frey test                 ↑ Latency                                                                                                
  **Opioid**s                                                                                                                                                                                                                       
  Beta-endorphin       1 nmol / 10 μl i.t.                 Heat stimulation                  Tail-flick test               ↑ Latency                 5-HT1           Spiroxatrine (15 μg/10 μl)                        Rat          [@B62]
                                                                                                                                                     5-HT3           ICS 205-930 (15 μg/10 μl)                                      
                                                                                                                                                     5-HT2           Ritanserin (15 μg/10 μl)                                       
                                                                                                                                                     α2-AR           Yohimbine (15 μg/10 μl)                                        
  DAMGO                1 μg/paw                            PGE2 (intraplantar)               Randall-Selitto               ↑ Nociceptive threshold   α2-AR           Yohimbine (5, 10, 20 mg/paw)                      Rat          [@B198]
  SCN 80               20 μg/paw                                                                                                                     α2A-AR          BRL 44480 (20 μg/paw)                                          
  Bremazocine          20 μg/paw                                                                                                                     α2B-AR          Imiloxan (20 μg/paw)                                           
                                                                                                                                                     α2C-AR          RAU (10, 15, and 20 μg/paw)                                    
                                                                                                                                                     α2D-AR          RX 821002 (20 μg/paw)                                          
                                                                                                                                                     α1-AR           Prazosin (0.5, 1, 2 μg/paw)                                    
                                                                                                                                                     β-AR            Propanolol (150, 300, 600 ng/paw)                              
  Morphine             7.5 nmol/10 μl i.t                  Heat stimulation                  Tail-flick test               ↑ Latency                 5-HT2           Ketanserin (50 nmol, i.t.)                        Rat          [@B122]
                                                                                                                                                                     Methysergide (20 nmol i.t.)                                    
  Fluoxetine           10 mg/kg i.p. (7 days)              Abdominal constriction            Acetic acid test              ↓ Writhes                 5-HT1A          Naloxone (5 mg/kg i.p.)                           Mice         [@B223]
                                                                                                                                                                     Naltrexone (5 mg/kg i.p.)                                      
  **NSAID's**                                                                                                                                                                                                                       
  Paracetamol          400 mg/kg i.p.                                                        Hot plate test                ↑ Reaction time           5-HT2           \[3H\]Ketanserin binding                          Rat          [@B186]
  ASA+morphine         50 mg/kg i.p; 3 mg/kg s.c           Inflammatory                      Formalin test (both phases)   ↓ Flinches                                                                                               
  Clonidine            1, 10 μg i.t.                       Heat stimulation                  Noxious heat stimuli          ↑ Latency                 α2-AR           Ketorolac (50 μg i.t.)                            Rat          [@B59]
  Dypirone             20 μg/paw                           PGE2 (intraplantar)               Randall-Selitto               ↑ Latency                 α2-AR           Yohimbine (2.5, 5, 10, 20 mg/paw)                 Rat          [@B217]
  Diclofenac           40 μg/paw                                                                                                                     α2C-AR          RAU (10, 15, 20 μg/paw)                                        
                                                                                                                                                     α1-AR           Prazosin (0.5, 1, 2 μg/paw)                                    
                                                                                                                                                     β-AR            Propanolol (0.3, 0.6, 1.2 μg/paw)                              
  **Histamines**                                                                                                                                                                                                                    
  Chlorpheniramine     15 mg/kg i.p.                       Neuropathic: TNT                  von Frey test                 ↑ Latency                 H1                                                                Rat          [@B124]
  Ranitidine           15 mg/kg i.p.                                                         Acetone test                  ↑ Latency                 H2                                                                             
  Histidine            100 mg/kg, i.p.                     Neuropathic: PSL                  von Frey test                 ↑ Latency                 H1              Mepyramine (200 ng/rat i.t. or i.c.v)             Rat          [@B259]
                                                                                             Plantar test                  ↑ Latency                                                                                                
  Promethazine         50, 100 mg/kg, i.p. (12 days)       Vincristine-mediated neuropathy   Pinprick test                 ↑ Latency                 H1                                                                Rat          [@B112]
  Ranitidine           20, 20 mg/kg, i.p. (12 days)                                          Acetone test                  ↑ Latency                 H2                                                                             
                                                                                             Hot plate test                ↑ Latency                                                                                                
  E-162                1, 5, 10, 20 mg/kg, i.p.            Neuropathic: CCI                  von Frey test                 ↑ Latency                 H3              Pyrilamine (H1 receptor antagonist, 10 μg i.t.)   Mice         [@B187]
  TR-7                                                                                       Cold plate                    ↑ Latency                 H4                                                                             
                                                                                             Tail-flick test               ↑ Latency                                                                                                
  S38093               1 mg/kg, p.o. (4 days)              Neuropathic: CCI                  Randall-Selitto               ↑ Latency                 H3                                                                Rat          [@B47]
  A-960656             1, 3 mg/kg, p.o. (11 days)          Neuropathic: SNL                  Randall-Selitto               ↑ Latency                 H3                                                                Rat          [@B61]
                       0.1, 0.3, 1 mg/kg, p.o. (12 days)   Inflammatory                                                                                                                                                             
  JNJ7777120           28, 70 mg/kg i.p. (8 days)          Neuropathic: SNL                  Plantar test                  ↑ Latency                 H4                                                                Rat          [@B108]
                                                           Inflammatory                                                                                                                                                             
  ST-1006              30 and 60 μg i.c.v.                 Neuropathic: SNI                  Plantar test                  ↑ Latency                 H4              JNJ 10191584 (6 mg/kg p.o.)                       Mice         [@B204], [@B203]
  VUF8430              20 and 40 μg i.c.v.                                                   Von Frey test                 ↑ Latency                                                                                                

AR, adrenoceptor; ASA, Acetylsalicylic acid; CCI, chronic constriction injury; i.c.v, intracerebroventricular injection; i.p., intraperitoneal injection; i.t. intrathecal injection; p.o, oral administration; PSL, partial ligation of the sciatic nerve; s.c., subcutaneous injection; SNL, spinal nerve ligation; TNT, tibial nerve transection; SNI, spared nerve injury.

### Clinical Approach {#S5.SS5.SSS2}

Gabapentinoids are mainly effective in the treatment of chronic neuropathic pain, with gabapentin and pregabalin the drugs considered to most effectively relieve neuropathic pain (e.g., diabetic neuropathy and post-herpetic neuralgia). However, in terms of non-neuropathic pain only pregabalin has been seen to be efficacious in the treatment of fibromyalgia ([@B250]). Most clinical trials indicate that antidepressants and gabapentinoids produce comparable analgesia, mainly in neuropathic pain patients, yet more recent trials attempted to see if analgesia is improved by combining these two drugs. For neuropathic pain (diabetic neuropathy or post-herpetic neuralgia), the combined action of gabapentin and the TCA nortriptyline proved to be more efficacious than either drug alone ([@B83]). The combination of pregabalin and duloxetine was well tolerated in diabetic neuropathy patients, although it did not produce better analgesia than either drug alone ([@B236]). Interestingly, this combination produced a notably better clinical outcome in fibromyalgia when compared to monotherapy ([@B84]). There is little data regarding the use of gabapentinoids in pain with a pure inflammatory component, although a recent study indicated that the combination of pregabalin with a NSAID in knee osteoarthritis patients with neuropathic pain was more effective than monotherapy with the NSAID alone ([@B76]).

The Combination of Monoamines and Opioids {#S5.SS6}
-----------------------------------------

### Preclinical Studies {#S5.SS6.SSS1}

Opioids are first line treatments for many types of chronic pain and several studies have reported combined effects between the opioid and monoaminergic systems ([Table 3](#T3){ref-type="table"}; [@B211]; [@B33]). Opioid receptor agonists induce NA release at supraspinal, spinal and peripheral sites ([@B251]; [@B90]) where they would exert analgesic actions. Early studies reported that α2-ARs mediate analgesia of β-endorphin at the spinal cord ([@B62]) and that naloxone antagonizes intrathecal NA-induced anti-nociception, suggesting that opioids are involved in NA spinal analgesia. Interestingly, co-administration of TCAs and morphine enhance analgesia in mice ([@B121]; [@B110]; [@B91]; [@B191]), and α2-ARs are thought to be responsible for this synergistic action ([@B226]). Recent studies demonstrated that opioids and cannabinoids induce peripheral anti-nociception by releasing NA, which activates the α2-, α1- and β-ARs ([@B198]).

However, there are is some controversy as to whether opioids mediate spinal anti-nociception via NA or 5-HT. Inhibition of both NA and 5-HT reuptake appears to induce analgesic synergy with morphine in the formalin test, although excess 5-HT may stimulate 5-HT3 receptors and reduces this synergy ([@B215]). Alternatively, there is evidence that opioids mediate spinal 5-HT anti-nociception ([@B122]; [@B131]) and moreover, the anti-nociceptive effect of fluoxetine in the acetic acid test is sensitive to blockade by naloxone ([@B223]), suggesting a clear opioid component in this effect.

### Clinical Approach {#S5.SS6.SSS2}

Combining monoamines and opioids enhances analgesia in animal models, although in only one clinical trial were benefits reported using the combination of nortriptyline and morphine ([@B85]). Unfortunately, this combination induces the classic adverse effects of opioids (constipation, dry mouth and somnolence) and could compromise patient safety. Hence, drugs are being designed that offer a reasonable safety profile and that combine monoaminergic and opioid actions. This is the case of tramadol, a mu-opioid agonist and SNRI, and tapentadol, a potent mu-opioid agonist and NA reuptake inhibitor. These drugs relieve certain types of chronic pain but they do not appear to have a reliable effect on neuropathies ([@B218]; [@B68]), which has led to them being more commonly recommend as second-line therapy.

NSAIDs {#S5.SS7}
------

### Preclinical Studies {#S5.SS7.SSS1}

Preclinical and clinical studies demonstrated the efficacy of NSAIDs, mainly in chronic inflammatory pain ([@B54]; [@B246]), and they are commonly prescribed for acute and persistent inflammatory pain. The peripheral inhibition of prostaglandins is not the only analgesic mechanism of action, given its central action on the noradrenergic and serotonergic system ([Table 3](#T3){ref-type="table"}). Acetyl salicylic acid (ASA) induced analgesia is accompanied by an increase in the turnover of 5-HT, NA and DA ([@B26]), and a potent relationship has been described between 5-HT and NSAIDs. Acute administration of phenazone decreases 5-HT binding, whereas chronic treatment provokes an increase in 5-HT binding sites in the pontine and cortical areas, induced by an increase in 5-HT ([@B202]). The anti-nociceptive effect of ASA was impeded by i.p. pre-treatment with a 5-HT neurotoxin in the hot plate test ([@B186]). Moreover, ASA potentiated the anti-nociceptive effect of morphine in the second phase of the formalin test, accompanied by an increase in extracellular 5-HT and a decrease in 5-HT2 receptors in the cortex ([@B202]). Similar findings were reported with the combination of paracetamol and morphine. More recently, adrenergic receptors have been implicated in the anti-nociceptive effect of NSAIDs. Thus, intrathecal ketorolac enhances the effect of clonidine against a noxious heat stimulus in rats, yet it lacks efficacy when administered alone ([@B59]). Additionally, the peripheral depletion of NA prevented the anti-nociceptive effect of dipyrone and diclofenac in a model of inflammatory pain, while prazosin (an α1 antagonist) and propranolol (a β-adrenergic antagonist) blocked the anti-nociceptive effect of dipyrone and diclofenac ([@B217]), suggesting that NSAID analgesia is mediated by adrenergic receptors. There are no relevant studies into the analgesic efficacy of NSAIDs in animal models of neuropathic pain ([@B135]), yet further preclinical studies into both chronic neuropathic and inflammatory pain should elucidate the possible interaction between NSAIDs and monoamines.

### Clinical Approach {#S5.SS7.SSS2}

NSAIDs are routinely prescribed for the management of chronic inflammatory pain since their main mechanism of action involves the peripheral inhibition of inflammatory mediators (prostaglandins), provoking weaker peripheral sensitization. However, the oral NSAIDs used have more severe adverse effects when administered chronically (peptic ulcer disease, acute renal failure and stroke/myocardial infarction) and thus, topical rather than oral administration is recommended. In clinical practice, NSAIDs have relevant peripheral activity but recently, there is recent evidence that they may facilitate activation of the descending inhibitory circuitry at the level of the spinal cord and brain ([@B103]). In terms of neuropathic pain, NSAIDs have no effect and there is only modest evidence of efficacy in patients with chronic low back pain ([@B71]).

Histaminergic Drugs {#S5.SS8}
-------------------

Recent, preclinical findings support the use of ligands of histamine receptors as analgesics in neuropathic and inflammatory pain ([Table 3](#T3){ref-type="table"}; [@B169]). For example, the systemic administration of H1 and H2 receptor antagonists (like chlorpheniramine and ranitidine, respectively) produces anti-allodynic effects in a model of neuropathic pain in rats ([@B124]). Interestingly, several studies suggest that H1 but not H2 receptors are involved in the development of hypersensitivity following partial ligation of the sciatic nerve and in vincristine-induced models of neuropathic pain ([@B259]; [@B112]).

Although most studies suggest that the systemic use of histamine H3 receptor antagonists produces inhibitory effects on nociceptive responses in neuropathic pain ([@B74]; [@B47]; [@B187]), there is evidence that activation of H3 receptors has inhibitory effects on pain ([@B41]). Interestingly, chronic oral administration of S38093 or A-960656, selective H3 receptor antagonist/inverse agonists, increased the paw withdrawal threshold to mechanical stimuli in neuropathic and inflammatory pain models, showing similar effects to gabapentin and/or pregabalin ([@B61]; [@B47]). Moreover, the analgesic effect of S38093 is thought to be partially mediated by a2-AR desensitization in the LC, suggesting that the noradrenergic system is crucial for H3 antagonists to produce antinociception ([@B47]). In fact, bilateral lesions of the LC and spinal cord transection completely inhibited the effects of H3 antagonist, on spontaneous and evoked firing of spinal neurons in neuropathic rats ([@B151]). Like H3 receptors, H4 receptor agonists and antagonists have different effects on the nociceptive response. Thus, systemic administration of JNJ 7777120, a histamine H4 receptor antagonist, reduced mechanical hypersensitivity in chronic constriction injury (CCI) and SNL neuropathic models ([@B108]). In addition, single doses of the selective H4 receptor antagonist TR-7 elicit a strong analgesic effect ([@B187]). By contrast, local ICV administration of the H4 receptor agonists ST-1006 and VUF8430, reduced nociceptive thresholds in mice with neuropathic pain ([@B204]).

Overall, there appears to be a clear effect of histamine in chronic pain that depends on multiple factors, such as the localization of the receptors, or the affinity and selectivity of ligands for histamine receptors ([@B169]). Thus, a better understanding of the histaminergic system in pain modulation will help us to identify histaminergic targets that could lead to more efficient pharmacological therapy for neuropathic pain.

Discussion {#S6}
==========

The monoaminergic system is important in both the healthy state and in pain modulation, the correct balance between the excitatory and inhibitory inputs on descending pain pathways producing analgesia. However, when biological pain shifts to pathological pain, the monoaminergic system suffers alterations that would contribute to the sensitization and maintenance of pain. To search for pharmacological new targets, the monoaminergic mechanisms underlying chronic pain are of great interest. In fact, chronic pain, and explicitly neuropathic pain, is treated with medications that affect monoamines. Antidepressants are drugs that effect monoamines directly, although they were designed to treat depression and they are currently used as first line treatments for neuropathic pain due to their intrinsic analgesic action. In recent decades, antidepressants have been seen to have greater clinical efficacy in neuropathic pain than in inflammatory pain ([@B77]; [@B222]). From an etiological point of view, neuropathic pain is due to lesion or dysfunction in the PNS/CNS that causes monoaminergic dysfunction, yet inflammatory pain is caused by the action of inflammatory mediators on nociceptors in the periphery and subsequently, changes in the excitability of central neurons. The analgesic mechanism of action of antidepressants is thought to involve inhibition of both NA and 5-HT reuptake at spinal and brain levels, and the subsequent modulation of descending pain pathways. Thus, it is plausible that antidepressants exert positive clinical outcomes in pain with a neuropathic component.

In addition, antidepressants exhibit significant analgesia in chronic pain, yet moderate efficacy against acute pain ([@B188]; [@B210]; [@B176]; [@B156]). As indicated, the increase of α2-AR efficacy at the spinal level seems to promote better analgesia of antidepressants ([@B226]; [@B20]). Moreover, supraspinal noradrenergic centers like the LC are altered in chronic pain, alterations that are relevant for the development of chronic pain-related co-morbidities like anxiety and depression ([@B3], [@B4]), and which are commonly treated with antidepressants. Although antidepressants mainly act through the NA and 5-HT system, the repercussion of each system on anti-nociception remains unclear. Antidepressants that affect both noradrenaline and serotonin levels, like duloxetine and amitriptyline, are more potent and efficient than SSRIs in relieving chronic pain ([@B145]; [@B77]). Considering data from animal studies, milnacipran (a SNRI) but not paroxetine (a SSRI) attenuates mechanical hypersensitivity in a model of neuropathic pain (SNL: [@B30]). Furthermore, the anti-nociceptive effect of drugs that act selectively on 5-HT (e.g., SSRIs) is less potent in chronic than in acute pain ([@B22]; [@B184]). This phenomenon could be explained by the pro-nociceptive effect of spinal 5-HT receptors in some states of chronic pain and by the alterations to 5-HT2A receptors observed in neuropathic pain ([@B104]; [@B184]). These studies reveal the importance of studying 5-HT receptor agonists/antagonists in pain management. Currently, no drugs used to manage chronic pain target 5-HT receptors, except the 5-HT1B/1D agonists used to treat chronic migraine and headache. Interestingly, drugs that mainly inhibit noradrenaline reuptake, like DMI and maprotiline, are not a good choice for pain relief, as reflected by their moderate relief in the treatment of human neuropathic pain ([@B148], [@B149]; [@B248]), revealing the importance of increasing both extracellular NA and 5-HT.

Clinical evidence suggests TCAs are more efficacious in several chronic pain conditions. In particular, amytriptiline is considered the gold standard to manage neuropathic pain irrespective of its etiology ([@B200]), although the main drawback of these drugs are their adverse effects. However, optimum analgesia is usually achieved at lower doses than those required for their antidepressant activity and thus, such side effects occur less frequently. Non-tricyclic antidepressants are thought to be safer than TCAs, and duloxetine is the first antidepressant approved by the FDA to treat neuropathic pain, considered the best election for peripheral diabetic neuropathic pain ([@B120]; [@B130]). Less convincing results have been obtained in terms of the selective action on 5-HT receptors, yet preclinical studies indicate that the co-administration of antidepressants with certain 5-HT receptor antagonists (e.g., those of the 5-HT1A receptor) potentiates the analgesic effect of these drugs ([@B13]; [@B223]; [@B11]). Recently, other atypical antidepressants like melatonin and agomelatonine have been shown to have promising analgesic effects to treat neuropathic pain, acting via MT1/MT2 melatonin receptors and the monoaminergic system ([@B9]; [@B140]; [@B49]). Moreover, the introduction of TRIs represents a new strategy that can be explored in the management of chronic pain. As indicated, chronic pain induces important changes in the NA, 5-HT and DA system, and as such, these drugs would maintain optimal levels of these neurotransmitters that allow a longer interaction with the appropriate receptors.

In addition to antidepressants, other drugs that directly and indirectly effect the monoaminergic system are also used to treat chronic pain. Thus, atypical opioids that combine monoaminergic and opioid effects are more efficacious than other opioids in neuropathic pain models ([@B52]; [@B153]). In fact, tramadol tapentadol are situated on the second third step of the WHO analgesic scale (WHO, [@B33]). Conversely, gabapentinoids mediate analgesia via spinal α2-ARs ([@B230]) and they have been approved by the FDA to treat neuropathic pain ([@B89]). The efficacy of gabapentinoids is comparable to that of antidepressant drugs in clinical trials, yet they differ in safety and tolerability ([@B161]; [@B221]). They now represent an alternative for neuropathic pain patients for whom amytriptiline is contraindicated. Finally, NSAIDs are drugs that act on the monoaminergic system, yet with limited information regarding their mechanism of action. In general, NSAIDs seem to potentiate the analgesic effect of drugs like morphine and tramadol, and recently, their activity was associated with α1- and β-ARs ([@B217]). Clinically, there is a little evidence of the potency and efficacy of NSAIDs in chronic pain, or of their use in combination with other drugs ([@B173]). Finally, although there are no histaminergic drugs that relieve chronic pain, preclinical studies indicate that it is time to reconsider the histamine system as a therapeutic target for the management of inflammatory and neuropathic pain.

In conclusion, an extracellular increase in NA and 5-HT significantly helps relieve chronic pain. Indeed, chronic neuropathic pain is commonly treated with TCA and SNRI antidepressants, and by gabapentinoid drugs when antidepressants are contraindicated. Given that the monoaminergic system is closely linked to disorders like depression and anxiety, clinical situations frequently associated with chronic pain, the monoaminergic system is a pharmacological target that could help treat the sensory and emotional aspects of chronic pain. However, despite the promising preclinical and clinical results obtained, complete relief from chronic pain via the monoaminergic system remains a challenge. Thus, there is a need for further preclinical and clinical studies to further assess the selective targeting of the monoaminergic system to achieve successful analgesia for the treatment of chronic pain.
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